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On account of its rarity and surgical significance the 
following is of Sufficient interest to be reported. 

Female, age 67, family history negative. 

Personal History. —Married at 17; four children; no com¬ 
plications. The patient has never suffered from any serious 
illness. During the past fifteen years she has had occasional 
attacks of what was thought to be indigestion; these were 
accompanied by gaseous eructations, slight abdominal pain, 
malaise and headache. There was no vomiting, no jaundice, 
no other disturbance. On January 1, 1900, the patient under¬ 
went a sudden and severe shock, owing to the death of her hus¬ 
band and daughter; after this she became very much depressed, 
noticeably lost flesh and became anaemic. The appetite was 
poor, sleep was disturbed, but there was nothing referable to 
any disturbance in the intestinal tract. 

Present Illness. —On May 20, 1900, she was awakened early 
one morning by a severe pain in the right hypochondrium, 
which radiated towards the umbilicus and downward toward 
the pubis. The pain was moderately severe, somewhat parox¬ 
ysmal in type and lasted for two hours, but was entirely relieved 
by five grains of phenacetin. There was no vomiting. Several 
hours later the pain returned with increased severity, but 
fifteen drops of the tincture of opium relieved it entirely. 

According to the statement of her physician there was 
some rigidity of the muscles in the upper half of the right side 
of the abdomen, and over this area there was tenderness on 
pressure. There was no tumor mass to be felt. Constipation 
was present at the time and was complained of for some days 
following. There was no jaundice at any time. After this the 
patient lost flesh very rapidly; her appetite became poor; she 
suffered with constipation, alternating at intervals with attacks 
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of diarrhoea. There was no pain subsequently complained of, 
but on deep pressure in the right hypochondrium there was 
tenderness. Four weeks after the attack fluid was first noticed 
in the peritoneal cavity; this rapidly increased, the loss of 
flesh continued, the exhaustion became more and more marked 
and the constipation more obstinate. 

Six weeks after the onset of the swelling—ten weeks after 
the attack—I first examined the patient. The abdomen was 
very markedly distended with fluid; respiration was distinctly 
interfered with; the muscle wall was everywhere soft and exam¬ 
ination disclosed nothing but the large amount of fluid. The 
heart and lungs appeared normal; the temperature was normal, 
the pulse was 92, regular, but poor in volume. The tongue 
was slightly coated and the mucous membranes were pale. 
The face while distinctly emaciated was of a remarkably good 
color; there was no evidence of cachexia. 

Urinalysis .—1100 cc. in 24 hours. Acid, pale straw color, 
specific gravity 10.22, no albumin, no sugar, no blood, no pus, 
a few epithelial cells, triple phosphates and urates in small 
quantity, no bile. 

Stools: Soft, normal color, normal odor, no undigested 
food, no free fat. 

A specimen of blood was taken, but owing to an accident 
the examination was not completed. 

Six litres of a clear, pale straw-colored fluid were withdrawn 
from the abdomen. It was of a slightly reddish tint; there 
were no cheesy particles nor debris. Microscopic examination 
revealed a large number of red corpuscles; the fluid clotted 
readily. After removal of the fluid no change in the liver dul- 
ness could be made out, the lower border of the organ could be 
felt, it was smooth and regular. On deep palpation no mass 
could be felt, but there were tenderness and muscular rigidity. 
The spleen was not palpable, the dulness was not increased; 
neither kidney could be felt. 

In a short time the fluid began to return and after five 
weeks three litres were withdrawn. This fluid contained no 
blood. Ten days afterwards the patient died. 

A partial autopsy only was permitted. In the right hypo- 
chrondrium a palpable mass was found as soon as the hand was 
inserted. This proved to be an inflammatory growth about 
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the size of an orange, which matted together the duodenum, 
the head of the pancreas, the gall-bladder and the under surface 
of the liver. This mass surrounded the portal vein and common 
duct. The duct was patent, but the portal vein was pressed 
upon for about three-quarters of an inch and entirely occluded; 
behind and before the occlusion there were definite thrombi. 
The gall-bladder contained about 20 cc. of a turbid fluid and 
three irregularly shaped gall-stones about the size of hazelnuts. 
The wall was very much thickened and the mucous lining 
roughened. The cystic and common ducts were patent. The 
liver was of normal size and except that it presented the ap¬ 
pearance of chronic passive congestion there was no change. 
The stomach and duodenum were not opened; they were not 
distended. A section of the pancreas appeared to be normal. 
The kidneys were not examined nor was the chest opened. 

While it cannot be definitely stated what was the 
cause of this mass, it is probable that it was due to a peri¬ 
cystitis, resulting from a long continued inflammation of 
the gall-bladder. It is possible that a perforation by one 
the stones may have occurred, but there was no evidence 
to prove this assumption. This inflammatory mass with its 
subsequent cicatrical contractions had caught and finally 
occluded the portal vein. 

The ill-defined attacks of indigestion which had been 
complained of for fifteen years previously were probably 
due to the gall-stone and inflammation of the gall-bladder. 
During the last attack something happened which allowed 
the surrounding inflammation to occur and formed the 
starting point of the inflammatory mass. This in turn by 
its occlusion of the portal vein interfered with the intestinal 
circulation, and caused the ascites and other symptoms 
noted during life. 

An exploratory operation was thought of, but the ex¬ 
treme emaciation, anaemia and exhaustion present when I 
first saw the patient seemed to contraindicate any operative 
interference. 



